120.
Following the administration of ACTH, the pulse and temperature subsided, the former to 80 to 100 and the latter about 98-6 F. Clinically, however, the patient appeared ill, complained of severe malaise, cramps, generalized abdominal tenderness and anorexia. On May 26, 1958 , the abdominal tenderness and distension increased and impending perforation was diagnosed.
A total colectomy with abdominoperineal resection of the rectum was performed as an emergency. The left transverse colon and splenic flexure were extremely friable and in spite of care, the splenic flexure ruptured during removal, resulting in spillage of about 10 c.c. of bowel contents (Fig. 4) . Following operation she did well for five days, after which she began to complain of lower Abdominal pain, although the ileostomy continued to work well. These symptoms continued and were accompanied by a rising pulse-rate which finally reached 110, and a temperature of 10060 6 F.
On the ninth post-operative day, severe left upper quadrant pain occurred with tenderness and spasticity. The wound opened slightly and a musty odor was detected. Immediate operation was performed and a gas gangrene infection was found with some necrosis of the rectus muscle, but with intact peritoneum. The wound was opened widely, necrotic tissue debrided, and Dakin's tubes laid into the two sides of the wound through which a continuous wet dressing of hydrogen peroxide was maintained. Large doses of penicillin were administered intravenously.
The patient slowly recovered and is now healthy and happy, with wounds healed and ileostomy functioning perfectly. 89, 1224 . 8 WARREN, S. (1957 , and SOMMERS, S. C. (1954) J. Amer. med. Ass., 154,189.
The Early Experiences of Ileorectal Anastomosis
By RUPERT S. CORBETT, M.Chir., F.R.C.S.1 London MY part in this symposium concerns the early experience of ileorectal anastomosis which has proved to be worth while in some cases.
I started a trial series in 1948 and the way it came about may be of interest.
In my Presidential Address to this Section (Corbett, 1945) , I reviewed the surgical treatment of chronic ulcerative colitis. We had then established the fact that ileostomy was the greatest advance in the surgical treatment. It took the place of appendicostomy, so strongly supported by many of my colleagues at that time. Ileorectal anastomosis had only been done on rare occasions and you all remember the dictum of Lahey and others-"Once an ileostomy, always an ileostomy". I received a great stimulus from Sir Hugh Devine of Melbourne, who published in 1945 a method of ileorectal anastomosis carried out by a staged procedure-using the spur-andenterotome method. In 1948 he kindly showed me the majority of his cases in Australia. The outstanding fact was a marked lowering of the mortality and the only criticism was leaving a portion of diseased sigmoid behind.
On my return 4 patients between 18 and 23 years of age with terminal ileostomies of the single barrel type, which I had always favoured, came to me with concern about their future life with such a handicap. I offered them the return to rectal control if they would consider a further operation. They did-and with gratifying results.
'The Royal Hospital of St. Bartholomew, London.
Proceedings of the Royal Society of Medicine
It was interesting to note that (1) the rectum was not always the most diseased part of the large bowel, (2) a dysfunctioned rectum appeared to respond well to rest and medication, and (3) in spite of a delay between the ileostomy and ileorectal anastomosis (in one case four years) the rectum worked well without re-education.
Initially, staged procedures were always adopted, and I think they still hold an important place. A terminal ileostomy alone as a first stage, a relatively minor procedure, is still of extreme value in the very ill patient and allows the colectomy to be performed soon afterwards with a greater degree of safety.
The results of the series of 17 patients who underwent an ileorectal anastomosis between 1949 and 1956 were reported last year (Corbett and O'Dell, 1958) . Of the 17 patients, 12 were well for periods up to eight years.
In 1954 at the meeting of the Association of Surgeons of Great Britain I forecast an increase in the number of ileorectal anastomoses, but not necessarily as a one-stage procedure. This forecast appears to have come true.
Figs. 1-3 illustrate the evolution of the methods used since 1948:
Four-stage method of Devine (Fig. 1 ).-The first stage consists of dividing the terminal ileum and sigmoid colon and all four stomas are brought through the abdominal wall so that the proximal ileum and distal sigmoid are in juxtaposition. In the second and third stages the spur between ileum and sigmoid is crushed with an enterotome. After continuity is established the residual stoma is closed. The fourth stage is excision of the colon. This method was used in the first case of the series.
Three-stage method (Fig. 2) .-A modified Devine operation. Here the colon is excised and at the same time the proximal ileum and distal sigmoid are brought out through the abdominal wall. The next stage establishes continuity by means of an enterotome and finally the fistula is closed. This method was used in the following 9 cases of the series. Two-stage method (Fig. 3 ).-The colon is removed and a primary anastomosis carried out between the ileum and rectum with the formation of a temporary ileostomy which was closed at a later stage. This method was used in 3 cases.
One-stage method.-A direct ileorectal anastomosis after colectomy. This was the most satisfactory method and was used in the last 4 cases in the series. The operation entails the removal of the whole colon. The rectum is divided through its upper third. The ileum is anastomosed end-to-side to the mid-rectum. The rectum remaining is therefore about 10 cm. in length. CONTRAINDICATIONS (1) Fistula-in-ano.-In our experience, the majority of such fistulk heal after the first stage of total colectomy and ileostomy. A secondstage anastomosis can then be performed. On occasions, however, a high fistula-in-ano or a rectovaginal fistula may not heal after the colectomy and is then an indication for a secondstage abdominoperineal excision of the rectum. Such a case was a woman of 67 years of age with a sixteen years' history of colitis who developed multiple fistule and widespread skin necrosis around the anus. She was also incontinent. After total colectomy in 1955 she gained several stones in weight, but physiotherapy did not improve her rectal control. I did not feel justified in making an anastomosis and the rectum was therefore removed. She remains well and is now 71 years old.
Indications and Contraindications
(2) Malignant disease.-We are all conscious of the possibility of malignant disease developing in the colon or rectum of these patients, particularly where the disease has been present for ten years or more, but it is satisfactory to be able to record that even a severely inflamed rectum with pseudopolyps can improve and return to normal or near-normal after a colectomy and anastomosis. We have patients in whom an anastomosis has been functioning for twelve years and in whom the rectum remains healthy. The young patient with a long history (over ten years) of severe disease should be considered as a probable candidate for proctocolectomy
